A clinical audit of ward practice for diagnosing and treating urinary tract infection was carried out to assess the impact on clinicalpracticefouryears afterpublicaton ofa working protocol. Data were collectedfrom all medical, surgical, gynaecology and geriatric wards in 25 hospitals in Northern Ireland. All wards made use of urinary dipsticks for ward testing, as recommended by the protocol. However many negative samples were still forwardedfor laboratory analysis. The potentialfinancial savings which would resultfromn effective ward screening were not being realised and the publication appeared to have minimal impact on clinical practice. Advice on an imnproved diagnostic protocol for urinary tract infection may not have been disseminated to the nursing staffwhose role WvIS pivotal in the screening process. INTRODUCTION Urinary tract infections are among the most common infections.' They account for more than seven million doctor visits and necessitate or complicate more than one million hospital admissions in the United States annually.2 In the United Kingdom this would correspond to about 1.5 million visits and 200,000 admissions. A rate of 14 hospitalacquired urinary tract infections per 1,000 admissions has been calculated for persons under 15 years,4 while the average prevalence ofasymptomatic bacteriuria during pregnancy is 6%. In addition, urinary tract infections occur more commonly in elderly people,67 with a prevalence of asymptomatic bacteriuria of 12% in elderly men, increasing with age." Symptomatic and asymptomatic bacteriuria presents a risk factor for bacteraemia, sepsis and an increase in mortality, especially for elderly females.9 Urinary tract infection (UTI) is therefore responsible for a significant amount of morbidity in both young and elderly populations, and consequently a major part of the workload of bacteriology laboratories involves the processing of urine samples. There is a need for costeffective testing at ward level to screen out negative samples."' Such screening tests are available and have been assessed by a number of investigators."1'-4 In 1989, an evaluation of four UTI screening tests in an elderly population produced a working protocol based on both visual appearance and dipstick testing at ward level.'3 In this system, the visual appearance of the urine sample is first tested, and only if it is cloudy is dipstick testing for nitrites and leucocytes performed. The dipstick test is positive if either the nitrite is positive
INTRODUCTION
Urinary tract infections are among the most common infections.' They account for more than seven million doctor visits and necessitate or complicate more than one million hospital admissions in the United States annually.2 In the United Kingdom this would correspond to about 1.5 million visits and 200,000 admissions. A rate of 14 hospitalacquired urinary tract infections per 1,000 admissions has been calculated for persons under 15 years,4 while the average prevalence ofasymptomatic bacteriuria during pregnancy is 6%. In addition, urinary tract infections occur more commonly in elderly people,67 with a prevalence of asymptomatic bacteriuria of 12% in elderly men, increasing with age." Symptomatic and asymptomatic bacteriuria presents a risk factor for bacteraemia, sepsis and an increase in mortality, especially for elderly females.9 Urinary tract infection (UTI) is therefore responsible for a significant amount of morbidity in both young and elderly populations, and consequently a major part of the workload of bacteriology laboratories involves the processing of urine samples. There is a need for costeffective testing at ward level to screen out negative samples."' Such screening tests are or if the leucocyte esterase shows more than a trace positive. Only if a positive result is obtained from dipstick testing is the sample forwarded to the laboratory for bacteriological testing. This protocol has a sensitivity of 96.1% and a specificity of 50.6%. These recommendations were published and presented at national and local meetings. The current investigation aims to assess ward practice for diagnosing and treating urinary tract infections and in particular, to monitor the effective use of urinary dipsticks, four years after publication of the working protocol. Although information on practice before publication of these recommendations is not available, the current study provides information on how clinical practice relates to the recommendations.
METHODS
The study was carried out in 25 hospitals throughout Northern Ireland. Permission was obtained discreetly from the management of the hospitals involved so that the audit itself would not alter clinical practice. A questionnaire was designed to record current ward practice for diagnosi-ng and treating urinary tract infections together with details relating to sample collection, number of samples, action on test results, staff involvement, and protocols. The hospital, ward and ward type were recorded. An audit form was also designed to record all sample details over a period of one week. Each time a urine sample was handled, a tick was placed in the appropriate box on the form which was to be displayed in the sluice room on each ward studied. All medical, surgical, gynaecology and geriatric wards in the 25 participating hospitals were visited by a research nurse (BMcP). The questionnaire was administered and the audit form was left behind to be returned in the sae provided at the end of the one week audit period. Wards not returning their form were sent a second if three or more weeks had elapsed from the time of visit.
Statistical analysis was by SPSS. ' Table II ). 6% of wards had no instructions or protocol. A protocol is defined as written instructions displayed visibly on the ward while 'other' instructions may be verbal. A total of 46 wards tested urine as a routine procedure on admission and 193 wards tested when symptoms were present. 97% of wards used the 'clean catch' method to obtain urine for testing. A significant difference was found in the number of samples collected by each speciality (p <0.0001; Table II ). 69% of geriatric wards collected < 10 samples per week while 66% of surgical wards collected > 20 samples per week. In 66% of wards the UTI ward test was always performed by nursing staff. In one ward a nursing auxiliary performed the task, with the duty being carried out either by nurse or nursing auxiliary in 33% of wards. The decision on whether or not to request laboratory analysis when a positive result was obtained by ward test was taken by nursing staff in 143 wards (74%). Nursing or medical staff made the decision in 48 wards (25%) and in only three wards (1%) was the action decided exclusively by medical staff. 
